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EXECUTIVE SUMMARY

Results from an experiment of the Navrongo Health Research Centre demonstrated that childhood
mortality and fertility can be reduced in impoverished rurd communities through improved
outreach and community mobilization. This finding, first disseminated as a preliminary finding
in 1998, led to a Government of Ghana nationa program for developing primary hedth care on
the Navrongo service modd. Known as the Community-based Health Planning and Services
(CHPS) initiative, a nationa policy was promulgated encouraging District Health Management
Teams throughout Ghana to take steps toward instituting community based health care.
Subsequent to this policy, 70 of the 110 districts have launched some element(s) of the CHPS
program. However, overal coverage of the program is still minimal and CHPS remains at a
nascent stage of development.

In order to develop indghts about program problems and possble solutions, a multi-leve,
gualitative assessment was pursued by convening focus group discussions (FGDs) with District
Hedth Management Teams (DHMTS), Sub-district Hedlth Teams, Clinic nurses, Community-
based nurses (CHOs), community leaders, and village women and men. Districts of the Volta
Region were chosen for the study because exposure to CHPS has been relatively prolonged in
that region. Focus Group Discusson (FGD) sessons were conducted in three districts
representing three different levels of program implementation — nascent, moderate, and advanced
levels of implementation. Intotal, 19 FGDs were conducted.

The following findings are noted in the report:

General community support. Findings suggest that communities are enthusiastic about
the program in operation (or the idea of the program where it is not yet functioning).
Advanced program communities successfully mobilize traditional socia structures to
construct nurses  accommodations (along with some supplementation of external
funding), recruit volunteers, and provide on-going support to the resident nurse.

General concerns of clinic staff not yet assigned to village locations. Clinic nursesare
serioudy concerned about their possible transfer to community based positions, but
appear to be able to adjust to the rigors of community-based work once they are assigned
to a community and commence work. Workers who were most enthusiastic about CHPS
were workers who were already resident nurses in areas where the program is
functioning at an advanced level and in receipt of supportive supervision.

The more exposure to the CHPS system, the greater the degree of support. Although
CHOs face problems in comfort, survival, and socia didocation, many derive
professiona satisfaction from their new level of responsbilities, and the apparent impact
of the program. Where the program is nascent, managers are uncertain about their ability
to implement the program owing to constrained resources for fuel, transportation
equipment, training, drugs, supplies, facilities, and personnd. However, in advanced
program areas, managers have successfully addressed many of these constraints by
mobilizing community and externa resources. However, the practical means of building
community participation must be emphasized in less developed CHPS didtricts, as well as
the means for creating increased motivation for leaders to take action. In districts where
CHPS is not fully implemented, moreover, confusion about the initiative is widespread
and worries about its implications for worker persona welfare are pronounced. This
suggests a need for confidence and consensus building activities involving exchanges
between advanced and less advanced service delivery teams.



Resource constraints. Workers at al levels view resource constraints as the main
impediment to CHPS progress. When progress is delayed, cepitd investment in
facilities, equipment, or drugs typicaly are used to explain difficulties encountered. This
suggests that mobilizing community, district, and donor revenue for CHPS should be a
priority in the future. Understanding the true incremental recurrent cost of CHPS should
be a priority for research.

Technical constraints. When the need for training is discussed by workers engaged in
CHPS activities, emphasis is placed on the need to vist districts where CHPS is
functioning so that workers can interact with peers. CHOs stress the need for midwifery
training, since ddivery care is typicdly a priority concern of communities they serve.

These comments suggest that training should focus on the technica roles that CHOs are
expected by communities to perform but are not presently trained to carry out. Inter-
district exchange should be facilitated to foster peer leadership.
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INTRODUCTION

In 1997, after a decade of inditutiona development, the Ministry of Hedlth, Ghana,
launched a Hedlth Sector Reform (HSR) process with the am of improving both
geographical and financid access to basic hedlth care services, improving the quality of
the services provided, ensuring efficiency in the services being provided, improving
inter-sectord action for service provison and increasing financia resources of the
sector. The reforms aso build on areorganization of the MOH that began in 1993, which
was explicitly designed to set the stage for the creetion of the Ghana Hedlth Service
(GHS). In 1998, the Ministry of Hedth/GHS in Ghana, using the research findings of the
Navrongo Health Research Centre (NHRC), initiated a strategy designed to improve
access, equity, quality, and efficiency of primary hedlth care in support of the objectives
of hedth sector reforms at the community level. This srategy or initiative, termed the
Community-based Hedlth Planning and Services (CHPS) Initiative seeks to develop
community-based service delivery points and improve partnerships with community
leaders and socid groupsin dl 110 digtricts of Ghana> In the current Ministry of Hedlth
Five Y ear Program of Work, CHPS is cited as the mechanism to be used for achieving
hedlth reform at the periphery.

The Navrongo experiment and CHPS

The Navrongo experiment was launched to answer practica questions about what works
and what does not when hedlth services are removed from the confines of dlinics and
converted into community-based programs. The experiment was initidly launched in
1994 as apilot project for determining the appropriate operational design of community
based services. Since 1996, the Navrongo project has been afour-cdl, digtrict-wide
experimenta study. Early evidence that the Navrongo experiment was having subgtantia
impact on both infant mortdity and family planning practice generated officid interest in
replicating the community-based approach in other didtricts of Ghana

National commitment to utilizing Navrongo and the creating CHPS

Extending the coverage of basic and primary hedth care services to dl Ghanaians has
been the mgjor objective of the Ministry since the Alma Ata conference on “Hedth for
All” in 1977. While community-based hedlth service ddlivery has been viewed as an
effective drategy for making basic hedlth services accessble to dl Ghanaians, the
gopropriate means of implementing this goa has been the subject of consderable
discusson and debate. The implementation of community-based service ddivery inthe
Kassena- Nankana digtrict demondtrated the feasibility and usefulness of reorienting
hedth care at the periphery, answering the fundamentd question of whether hedth
services can be moved out of the clinical setting and whether achieving this actudly has

®> The Navrongo experiment tested means of addressing inequities in the health system through
mobilization of both health sector and community resources. The design of the Navrongo experiment is
described in a paper by Binka, et al., 1995.



animpact. The experiences and lessons of this project have therefore served to reinforce
the Minidry’ s commitment towards community-based hedlth service ddivery, and the
Ministry responded to the Navrongo results with a draft policy statement caling for the
replication of this gpproach in other parts of the country. CHPS has been created to
achievethisgoad. CHPS was viewed as ameans of coordinating consensus building by
sponsoring workshops and conferences, by fostering the creation of “lead ditricts’ where
Navrongo-like services would be demonstrated and adapted to loca conditions, and by
monitoring and evauating nationd dissemination of lessons from CHPS didtricts. In this
manner, CHPS was developed to serve as a path to nationa utilization of the
experimental program.

Phasesin Developing CHPS

Adopting the Navrongo service mode requires extensive modification of service ddlivery
operations a the digtrict level. New patterns of work are required which involve not only
the community diplomacy necessary for redeploying nurses to community locations, but
aso amore genera scheme for community participation that leads to the creation of
village hedth committees, the development of village based health centers or compounds
where nurses reside and provide primary hedlth care services (known as Community
Hedlth Compounds - CHCs), mechanisms for community governance of hedlth
operations, volunteer support systems, and new approaches to task assgnment, training,
and supervison. Taken together, the various components of the CHPS system represent
an agendafor large-scae organizationd change and development that is too complex to
undertake in asingle phase of operations. CHPS has therefore involved phases designed
to encourage the process of organizationa development. With the addition of each
phase, activities of earlier phases are necessary and continue.  The operationd Strategy
for the nationwide implementation of community-based service ddivery has consisted of
four interrelated phases.

Phase 1. Consensus building. The first phase, spanning the 1998 to 2000 period,
involved building consensus among the various units of the Minigtry that operationd
components of the Navrongo experiment should be anationd hedlth policy. During this
phase, CHPS was an organic process in which Didrict Directors of Hedlth Service,
Regiond Hedth Adminigrators, and senior staff of the various hedth directorates were
exposed to information about the Navrongo system and itsimpact in routine MOH
meetings. Specia resources were directed to consensus building events, such as
Nationd Hedth Consultative Meetings, and Nationd Hedth Foraheld each year, and
Regiond Hedth Adminigration staff meetings in which the process of initisting and
managing CHPS was discussed.

Phase 2: System demonstration. Field demongtrations of the working CHPS program
have been pursued, in recognition of the fact that a new system of work can be
complicated to describe, but smple to demondtrate. To the extent possible, Kassena-
Nankana and Nkwanta Didtricts have served as fidld demondiration Sites where visiting
teams have been assgned to community-based counterparts. Participation of vigting
teams in the program, with guidance from peers about the transfer of new ideas about



ways of working and solving problems has proved to be an effective means of fostering
initiad CHPS pilot activity in didricts throughout Ghana. Inresponse to exchanges, many
DHMTs have requested sSite visits to Navrongo, or conducted exchanges with other
digtricts that had acquired some exposure to the Navrongo system. Regiona Hedth
Management Teams have supported pilot programs that change service operations that
spontaneoudy arise from these exchanges. By the end of 2001, 70 of the 110 didrictsin
Ghana had started some form of activity designed to develop community-based hedth
care. USAID Callaborating Agencies (CAs) are now producing avariety of printed,
video, and multimedia materia to support the CHPS dissemination program. This
dissemination program has been a continuous operation that fosters diffusion of
innovation into routine service ddivery operations of the Minidtry.

Phase 3: The* Lead District” initiative. The third phase focused on implementation
(scdling up or replication) in “Lead Didricts” where CHPS demondtration capabilities
were developed. Thisinitiative ams to accelerate the program of exchange about the
Navrongo modd by creating more digtricts where CHPS services are functioning, and
where capacity exigts to demondrate fully functioning community-based hedlth care
systems. Initid work was directed to identifying at least 10 digtricts dispersed in the 10
Regions of Ghana where commitment and capacity existed to sart CHPS work. In
keeping with this concept, the Volta Region has served in the manner of a*“lead region”
where on-ste training and demongtration capabilities were developed on the Navrongo
modd, with regiona support capabilities designed to replicate support activities of the
Regiond Hedth Adminigration in Bolgatanga of Upper East Region where Kassena-
Nankana Didtrict islocated. The centra purpose of the lead digtrict phase was to develop
a system of “learning-by-doing” in which the Navrongo mode would be reviewed,
modified, and pilot tested in pilot areas of specific didrictsin other regions. On the basis
of the pilot test, alocaly adapted service model would be scaled up within the lead
digrict for use as the service moddl sewhere in the region. Thus, the CHPS program
has been viewed from the onset, less as ameans of replicating the Navrongo system, than
an gpproach to developing services according to local needs and circumstances. CHPS s
therefore a mechaniam for fostering decentrdization in program planning and
management. Initial work in al 10 Lead Didtricts had begun by the end of 2000 and
dissemination to neighbouring districts was launched in 2001. Thus, &t least 20 lead
digtricts were expected to have fully functioning CHPS operations by the end of year
2001. This phase has emphasized the importance of gaining experience with al
components of the CHPS implementation processin limited areas rather than complete
coverage of the scheme, or even dispersed coverage of afew components. The formula
“2 by 2 by 2" has been emphasized, in which two digtricts in each of the 10 regions
would have two subdidtricts where at least two work zones would be functioning.

Phase 4: System-wide scaling up. A fourth and final stage in the CHPS processis
envisoned that will involve utilizing the 20 lead didtricts as demondration areas for the
remaining digtricts to be covered by the program. A program of exchange, community
mohilization, and training will be developed in the 20 lead didricts thet will facilitate
further scaling up activitiesto al remaining didtricts of the country. Since
implementation in adigtrict congsts of at least ayear of training, facilities development



and other activities, the entire CHPS initiation processis expected to extend for at least
five years from January 2001. In the course of this period, the 2 by 2 by 2 CHPS pilot
areas will be scaled up dong with the creation of smilar pilot areas for scaling up the
program dsawherein Ghana. Thus, “learning-by-doing” is encouraged, so that CHPS
drategies are adapted to local conditions and needs before district wide services are
attempted.

CHPS Component Activities

The transformation of clinical based operations in Navrongo to a community-based
program required multiple stleps over time. In reviewing the essentid dements of the
Navrongo program, and the changes that are required to indtitute them, the CHPS
initiative has been conceived as a 15-step operation in each work zone where operations
areto be changed. DHMTs are encouraged to define implementation zones for the
initigtive, in recognition that not adl eements of the Navrongo system can be indituted at
once and that resources for sustaining the process are typicaly available for only afew
work zones each year. CHPS thus begins with a planning process that defines where
accessto hedth careislow within the ditrict and to map out the work areas of nursesto
be rel ocated and the corresponding catchment areas or CHC to be congtructed within the
aress identified. Once these “zones’ are clarified, DHMTs are encouraged to proceed to
introduce the program, one zone a atime, to chiefs, ders, leaders and community
members (through community meeting known as durbars), in a coordinated program that
is congstent with loca resources, staff, and geography. Community Health Officers
(CHOs, i.e. community-based nurses) and other *frontline workers' are retrained to work
in as community resdert paramedics, including nurses who are no designated for
community posting. In cases where trangportation is needed and is available, each nurse
is supplied with a motorbike. Nurses equipped with amotorbike are trained to operateit.
Community diplomacy is directed to fostering CHC construction utilizing volunteer

labour and community resources. Once congtructed, CHCs serve as both a home for the
nurse, and a place for the ddlivery of primary hedth care services. Each community is
required to congtitute a health committee and volunteers are recruited, trained, and
equipped to provide basic hedlth care. Taken together, these components represent the
st of activities or sepsin the process of indituting the CHPS system.

To lend coherence to this process of operationa change, aMonitoring and Evaluation
(M&E) component has been developed that assesses each didtrict’s achievementsin
implementing components of operationa change, reports progressto dl key actorsin the
MOH/GHS service system, and takes stock of problemsthat may arise.

THE ASSESSMENT STUDY

Rationalefor the Study

As 2001 cameto aclose, the status of the CHPS program implementation was
characterized by marked areal variance. Although 70 Didtricts have started the CHPS



process, only one had completed al components of the program, and even in this digtrict,
most of the zones had yet to launch CHPS services. Thus, no didtrict in the country is
fully covered by the program, and many have advanced the implementation processin
some zones, while mogt ditricts have yet to inditute any eement of the program in most
zones. CHPS istherefore aprogram that remains at an early stage of devel opment.
Thereisaneed to take stock of theinitiative by convening discussion groups in which the
participants can characterize their experience, reactions, and recommendations. With
guidance from program participants, it is still possible to change CHPS operationsin
ways that respond to their advice and community needs.

To pursue this am, a collaborative study team was condituted consisting of Ghana
Hedth Sarvice Volta Regiona Hedth Adminigtration staff and Population Council
researchers to condtitute a study that would provide ingghts into how the program was
perceived at various levels, and in communities a various stages of program
implementation, as wdl as the problems in implementation and solutions developed in
communities exposed to CHPS services. Further, the assessment was seen asan
opportunity for staff development that would help them prepare to bring strategic
assessment procedures to the staff of other regions.

Study Objectives
The following four objectives guided the fidd research activity:

1. Compare and contrast perceptions and reactions to the CHPS Program at various
adminidrative levels, and a three different phases of program implementation.

2. Document congtraints, problems, and potential solutions to expanded CHPS
implementation.

3. Extract advice, lessons, and implications from community, workers and program
managers for strengthening CHPS implementation.

4. Develop materids and procedures for sharing a strategic assessment methodology with
daff of other regions.

This report has been prepared for the Ghana Health Service senior managers; technical
partners working to strengthen CHPS implementation (Training Centers, NPC, CAs, and
Donor Agencies).

The Study Design

The study is a quditative, multi-level assessment of the CHPS Program. Researchers
collected quditative information through focus group discussions (FGDs) with members
of severd locd levelsin the program hierarchy. These levelsincluded:

Didrict Health Management Teams (DHMT),

Sub-Didtrict Hedth Teams (SDHT),



clinic based nurses, and community-based nurses (where available),
community leaders, community women, and community men.

Researchers dso decided to conduct focus group discussions among al such hierarchical
levelsin three different digtricts, which were thought to represent three different levels of
program implementation -- from fully functioning CHPS, to nascent program activities,
aswdl asmid-levd areas. This gpproach was expected to allow comparisons of how the
CHPS program was perceived from bottom to top -- the community, to front-line service
providers, to managers — aswell asilluminate differences between each hierarchicd leve
inloca communities, and between communities at various stages of program
implementation. The number and types of participantsin FGDs were specificaly

planned as represented in the matrix below Table (1).

Methodology and Procedures

This research study is based on the anadlysis of 19 focus group discussions with district
hedlth managers, nurses and community membersin the Volta Region of Ghana. Three
digrictsin the Volta Region were purposely selected for this research program, Nkwanta,
Hohoe and Keta digtricts, which provide representation of the CHPS implementation
process a varying levels. advanced, moderate and nascent stages of CHPS
implementation, respectively.

Table1l. Placeswhere FGDswere conducted by district type and hierarchical level

Leved in Hierarchy

District Type/Place

Advanced program  Mid-range program  Little or no program
(Nkwanta) * (Hohoe) (Keta)

Community women Bontibor Helu NA
Community men Bontibor Avetome NA
Community leaders Keri Helu Blemazado
Community-based Keri (multiple Heu (multiple NA
Nurses communities) communities)
Clinic-based nurses | Nkwanta Hohoe Keta
Sub-Didtrict Hedlth Kpassa Lolobi Keta
Teams
Didrict Nkwanta Hohoe Keta
Management Teams

* An additional FGD was held that included men, women, and leaders in Chiaso, a community of Nkwanta
District, where the CHPS Program was not yet operational.

The FGDs were conducted by six members of Ghana Health Service Volta Region
Operations Research Unit (ORU) and two researchers from the Population Council. The
study team collaborated on the creation of afocus group discussion guide—a version for
each category of respondents, which was pre-tested a afied stein the Volta Region.
Themes were pecified in the discussion guide and training was directed to sandardizing




study team activities. Themes noted in the guidelines were knowledge of CHPS,
respondent views of the program, CHPS implementation problems encountered by
participants, hedlth services provided by the program, and participant recommendations
for improving the CHPS initiative. Prior to field research work, the ORU team
participated in aworkshop on focus group moderation to cdibrate their facilitation
methods, note-taking procedures, and genera orientation to the study.

The focus group discussions comprised various cadres of hedth service workers as well
as community groups. Theseincluded DHMTs, SDHTS, CHOs, clinic-based nurses,
community women, community men, and community leaders.

DHMT respondents, SDHT respondents, and nurses are al appointed hedlth
professonds. Therefore, participantsin these meetings were not subject to selection by
researchers or digtrict directors. However, the district directors were responsible for the
seection of the community groups under investigation, and selection of participants was
purposeful rather than randomized. For example, in Keta didirict, a representative from
the DHMT informed a district assemblyman in the Blemazado community that GHS
researchers wanted to conduct an interview with community leaders, and thiswas the
only focus group in Keta didtrict that involved community respondents. The community
representative was responsible for selecting the community |leaders that were invited to
participate. In Hohoe digtrict, an assistant to the Digtrict Director was assigned
responsibility for sdlecting the communities where researchers would conduct the
investigation and a message was sent to the community members that GHS researchers
would arrive to interview a group of 10 men and 10 women without precise guideines on
who these individuds should be. A smilar message was sent to acommunity leader in
another village regarding the plan to interview community leaders. In Nkwanta, the
digtrict director was responsible for selecting Keri and Bontibor communities as research
areas. Criteriaused for participant selection were not specified. Typicaly 7to 9
participants were engaged in each focus group discussion, and sessions were conducted
in English for dl levels of GHS workers. However, discussions involving community
members were conducted in the appropriate local language, either Ewe or Akan,
transcribed, and trandated into English for andysis.

A moderator and two note takers were involved in the FGDs and each meeting was
recorded on audio tape. The same researchers who moderated and recorded the FGDs
prepared the transcripts and summaries of these discussons. Andlysis of the data
proceeded by areview of transcripts and summaries.

Study limitations

There are five potentid limitations to this sudy.
Geographic focus. To acquire participants who have been exposed to the CHPS
program and could competently react to the questions that were explored, the
study was based in the region of the country where implementation of the CHPS
Initiative is most advanced. Findings about progressin CHPS implementation
from Volta Region are more laudatory than would be expected in most other



regions of the country. The results should not be generdized to the experience of
CHPS implementation nationwide; but rather should be interpreted for what they
ae reactionsto varying levels of program activity among a select groups of
participants who have had varying amounts of exposure to the initiative.

Scale. The sudy isbased ona smal number of FGDs in each didtrict, and only
one FGD is used to represent the views of each community sub-group in each
digrict. (FGDswith al other subgroups normaly contain al or most participants
of each category.) Thus community subgroups are not representative of the
community & large.

The “ halo effect.” Each of the FGDs with community groups was organized by
daff of the GHS, purposaly. Not only might the community groups not be
representative of the populations they are drawn from, but with the knowledge
that the groups would reflect on the hedth program in the community, it is
reasonable to assume that a pogitive bias may have been introduced in the
selection of participants. Staff may have selected community participants who are
known to have received services, or be persondly known, or otherwise positively
disposed toward the program. Thus the results aso may not be representative of
the community groupsin each of the three digtricts studied.

Protocol compliance. There were two notable |gpses in compliance with the
Sudy design. In Avetome and Helu communities, researchers discovered thet the
communities salected did not adequately reflect the desired type, e.g. Avetome
was supposed to have a mid-leve program, but in fact it was an isolated
community with no CHPS program Asaresult, not dl comparisons originaly
envisoned in the gudy plan are possiblein the analysis.

Standardization of procedures. FGD leaders, recorders, and field technica
consultants varied between digtricts. Although aworkshop was held with dl field
researchersin advance in order to attempt to standardize FGD fadilitation and
recording, some differencesin skill and technique were noted in the fidld and in
the resulting transcripts. Thus, it is possible that differences noted between
digtricts may not be real differences, but rather aresult of differences introduced
by the researchers themselves.

Despite these potentid limitations, the dataiitself comprise arich, varied, and informative
portrayal of experience with the CHPS initiative. The large number of groups held (19)
can reasonably be expected to supply interesting ingghts about the functioning of CHPS,
in line with the research objectives. These ingghts should be consdered only suggestive,
and need to be investigated further, preferably with a combination of quditative and
quantitative methods, with more representative populations in other regions of Ghana,
and more careful sdection of communities in future sudy rounds. Despite the limitations
of this phase of the sudy, the findings contain vauable lessons for Srengthening the
CHPS Program.

Characteristics of the Study Districts

Nkwanta: Nkwanta Didtrict is at an advanced stage of CHPS implementation and serves
asamodd for the CHPS initiative in the country. About one quarter of the population is



served by dl components of the CHPS program; an additiona haf of the population has
some element of the CHPS service regimen.  Since zones where the program is complete
represent a demondtration Ste, visitors frequently travel to Nkwanta. In 2001, afacility
and program was devel oped to organize and support this program. Now known as the
“Nkwanta Hedlth Development Center” or NHDC, Nkwanta is afield station for training,
implementation, and CHPS demongtration work. Vistorsto the NHDC have had the
opportunity to discuss the initiative with the communities where CHPS is operationd.
Nursesin the fidd have received numerous long-term and short-term vistorsinterested in
CHPS operation, and they have been inundated with questions for along period of time.
In the saven existing CHPS zones in Nkwanta, al the 15 stepsinvolved in the CHPS
implementation process have been completed. Program expansion into additiona
communitiesis planned for the coming year. Different FGDs were held in different
communities. Community men and women were resdents of Bontibor, while community
leaders were from Keri. CHOs wereresiding in al communities where the CHPS
program is operationd. Clinic-based nurses work in Nkwanta hospitd, in the district
headquarters town.

Hohoe: Hohoe Didtrict has begun the CHPS implementation process, but has not reached
an advanced stage. The mgor components of CHPS — community participation,
permanent placement of nurses in the community and motorbike transportation for
nurses, have not yet been implemented. Community leaders have been informed about
CHPS, but open community consensus building gatherings, known as *durbars’ have not
yet been convened. Only theinitid program steps have taken place, such as program
planning, sdection of CHPS zones, didogue with community leaders, recruitment of
volunteers, and selection of CHOs. While some CHOs have been selected and are
working in community outreach clinics, they are not resdent in outlying CHPS
communities, but rather travel daily to CHPS zones from the district capitd. Mae
community participants were from Avetome (an extremely remote community with
widdly dispersed settlements), and community women and community leaders were from
Helu. Both the nursesidentified as CHOs and clinic nurses were resdents of Hohoe
town.

Keta: KetaDidrict hasalow level of CHPS implementation thus far, and no CHOs have
been appointed yet. The DHMT has identified a potentiad CHPS zone and has begun the
process of community orientation to the CHPS program with community leadersin
Blemazado — an areawhich is “hard to reach,” especidly intherainy season. The FGD
with the community leaderstook placein thislocation. Clinic-based nurses were resident
of Ketatown.

FINDINGS

K nowledge, Reactions, Per spectives, and Under sanding of the CHPS Program

Community Leaders, Women and Men



Participantsin FGDs at the community level — both men and women — typicaly held
occupations, such as hairdressers, tailors, teachers, distillers, carpenters, welders and
traditiond birth attendants. Community leaders had smilar occupations, dthough some
Nkwanta participants reported religious, educationa, NGO, and political leadership roles.

Knowledge of the Programme:  In Nkwanta, the advanced CHPS development didtrict, all
community level FGD participants -- including women, men, and leaders — were familiar
with the CHPS programme — its higtory of initid implementation problems, how the
problems were solved, what services are currently provided, and usudly, the actua price
of services rendered by the programme. In the moderate CHPS development district
(Hohoe), there was considerable community confusion about CHPS. Mogt of the women
knew about a vigting nurse programme which, in the light of our discussion, they
interpreted as being a CHPS activity, even though the outreach nurse conducts a
community clinic only once each week, and has not been posted to a CHC and does not
live in the community. Thus, conventiona outreach clinic activities that have beenin
operation well before the CHPS programme, are sometimes labelled as“CHPS.” Indeed,
when community members go to the sub-digtrict hedlth centre, they report that the see
“their nursg” working there, because she vists ther community. Discussons provide
evidence that in both Hohoe and Keta, community |leaders knew about the CHPS
programme while community male FGD participants did not. This suggests that efforts

to inform the community by liasing with leaders about CHPS isinsufficient and not
wholly effective. While outreach to leadersis essentid to getting started, the

introductory programme must extend beyond community entry to include the provison

of generd community information and educationd activities. Informing community
leadersis therefore a necessary, but insufficient basis for organizing a CHPS programme.

Reactions, Perceptions and Attitudes Toward the CHPS Initiative: Responses of
community leaders and members, both men and women, are consistently laudatory about
the CHPS programme. Even where the programme is not fully implemented, people are
pleased with ements of the programme that have been launched, particularly if the
sarvice regimen includes aresident nurse, and even if the scheme s limited to providing
anon-resdent vigting nurse on aweekly basis. However, when they are asked to
comment on the CHPS design, they consistently state that they prefer an arrangement
whereby the nurse resides in the community and is available on ‘24 hour cal.’

Thus, even where thereis little tangible implementation of CHPS activities, and only
vague awareness of its eements, community members are universally enthusiagtic about
the idea of CHPS, and strongly support the commitment of voluntary assstance to
making the CHO productive and comfortable in the community:

“1f the CHO is posted here we shall get a house for her.... If there are
problems at her residence and she informs the community we shall assist
her...we will provide foodstuff to make her comfortable.” (community
leader, Blemazado)



In the course of FGD exchanges, the component of CHPS that community participants
focused on, and were most enthusiagtic about, is the relocation of nurses from clinicsto
the community and the perception that this will make curative hedth services more

ble and affordable by reducing travel costs for firs-aide or minor medica
treatment. In Nkwantain particular, respondents expressed their consstent enthusiasm
for the concept of having afull time resdent nurse. Even in Keta, where nurses come to
communities for once aweek outreach clinics, people are pleased to have that service
avallable, but would prefer to have aresident nurse. A common view isthat having a
resdent community nurse reduces the cost of hedth care and improves accesshility:

“If she iswith us permanently, (instead of only one day aweek) she will
assist us anytime we have medical problems as some of us do not have
money to be traveling to the medical centers and our conditions
deteriorate when we stay home.” (community leader, Blemazado).

In the Nkwanta. communities of Bontibor and Keri, where the CHPS programme is fully
functioning, community men, women and leaders cite perceived community benefits and
hedth impact of CHPS, such as: the value of the volunteer hedlth committee supplying
hedlth education on mdaria, HIV, and family planning; immunization services and
growth monitoring of well children. Participants aso mention increased immunization
coverage, reduced materna and infant mortality, and increases in family planning use

“ The family planning talks the nurse has been giving is helping so much.
Our wives are no more interested in delivering so many children.”
(Community man, Bontibor).

Indl, three generd themes were evident in the course of discussions for community
support for CHPS:

Access. Thisenthusasm for CHPS is generated by : i) the convenience of having
access to sarvices in the community rather than having to travel long distances to
vigt fixed hedlth; ii) the economic advantages of not having to travel along
distance to obtain medica services, iii) the fact that emergency services are
available 24 hours per day, seven days per week; and iv) that community people
appear to develop rapport with the community nurse and fed they are obtaining
services from acaring individud.

“ The difference (between Nkwanta Hospital and CHO services) | have
observed is, when | fall sick, I only go to knock at the CHO'’ s door,
even ifitisat 12 midnight, she will get up and attend to me.”
(Community man, Bontibor)

Men in Bontibor were particularly appreciative of the quick attention they
received from their nurse, as opposed to the hospital in Nkwanta, where the
casdload is very high and service is sometimes dow.



“You might go from here to Nkwanta and for 20 minutes you might not be
issued with an (out patient) card, let alone have a bench to sit on. But
here, the crowd is not as big as Nkwanta hospital. Just when you get to
the CHO she attends to you on time, and off you go.”

(Community man, Bontibor)

Trust. The unique relationship that nurses have deve oped with community
leaders and members permits alevel of mutud trust that contributes to hedth
seeking behaviour. When trust is well developed, payment for drugs can be
deferred. Community respondents were highly appreciative of this new
relationship with the hedth care system, and view CHPS as aform of hedth
insurance, because services can be paid on a credit basis, whereas in the past the
immediate cost of health care was often a condraint to seeking it. Thisinnovative
element of the programme has been developed by front line workers, and is not an
officialy recognized component of the CHPS sarvice regimen. Itisclear,
nonetheless, that much of the community support for CHPS arises from this
informa mutud trust system of hedth insurance. Some Satements atest to
dramétic benefits of the informal CHPS insurance scheme:

“Thelast time | had a stomach ache and there was no car, if it had not
been for the CHO who treated me on credit, | would have died.”
(Community woman, Bontibor).

Ownership. Community mobilization has important implications for the roles of
various leves of the GHS hierarchy. Community ownership of CHPS in the
advanced programme area is grounded in the dimate of commitments resulting
from community involvement in communa labour for CHC congtruction.
Community members mention how they were involved in sdecting the Ste for the
CHC, carrying sand and lumber, and participating in making cement blocks.
FGD participants recounted how they had to take “direct action” with placards
and a demondiration, to help convince loca forest authorities that they should be
able to cut lumber from the forest to build the CHC. Thus the congtruction of a
CHC leads to much more than a standing facility. Ownership isindilled by the
volunteer process, and community ownership of the programme turns the
authority structure of hedlth and other public sector bureaucracies on end:
Community cohesion and palitica clout become the focus of worker
accountability and supervision; supervisors, in turn, are expected to provide
support, the didtrict authorities, in turn, and expected to make the initiative work
by removing barriers and providing resources.

While enthusiaam for the programme gppears to be virtudly universal, community

leaders and members are not without concerns and reservations about the programme,
especialy where services are not yet available. Where the programme has not yet started,
they express concerns about the persondity or character of the nurse who will be posted
by wondering if she will be truly “cdlient oriented,” or whether she will be haughty and



mean Soirited. This suggests that pre- CHPS clinical encounters have sometimes been
associated with poor interpersond relations between staff and clientele, and that
community members are wary of this problem in contemplating CHPS:

“...wewill work nicely with any nurse provided sheis respectful and well
behaved” (Community leader, Helu).

“ The nurses that the Government will send to us must be those who are
hard working and caring — not the type who will be selfish — so that the
community benefits from her services” (Community woman, Helu).

Community members aso worry about whether the nurse’ s accommodations and the
rurd and isolated environment will be acceptable to her, and whether she will Say & her

posting.

Where nurses are posted, |eaders and members express concerns about how they will
obtain services when their nurse takes leave or is otherwise not available (and therefore
advise the pogting of a second CHO). They dso want the nurse to provide alarger and
more diverse supply of drugs (and at alower cost). There was aso less enthusiasm for
providing the CHO with voluntary support where the nurse was already posted,
especidly among the leaders and women who are burdened by providing such support.

“We don’t understand why she (the nurse) would be receiving her salary,
and why we are to do these jobs for her....The MOH should take up the
weeding and clean up.” (Community leader, Blemazado)

Thus, thereisarisk in the CHPS initiative, that community support for the programme
that is grounded in enthusiasm for nurse posting, will arophy asthe programmeis
routinized. This suggests that the programme of community education and motivation
that launches the CHPS initiative must continue with time to foster sustained support for
the programme.

However, women wanted the nurse to be able to supply intravenous fluids, which is
reported to be the local treatment of choice, and is believed to be even more potent aform
of medication than injections. Thus, at least some of the criticism of nursesis based on
misinformation about appropriate treatment, and misunderstanding about the leve of
service that a nurse can and cannot competently provide. This suggests that community
introduction of the CHPS programme should not only focus on what a nurse can do, but
a0 on types of servicesthat a nurse should not provide. 1n generd, the concept of
referrd is not well understood.

Thus, dthough the CHPS programme conssts of many features — CHOs, community
involvement in building the CHCs, volunteers, transport, didtribution of drugs, etc. —in
the minds of most community members and leaders, the overwhelming interest and
subject of FGD discussions, isthe CHO component. Volunteers and other community
mobilization efforts are mentioned only rarely. Communities that do not yet have the



CHPS programme want very much to have a CHO. The overal favourable impresson of
the CHPS initiative that emerges from the community responses lends support to the
overdl CHPS design.

Community Health Officers

CHO in this study were located in Nkwanta and Hohoe didtricts only.  In certain cases,
there is a sgnificant difference in responses between the two groups since the structure of
the CHPS programme in these aress differ. Only the Nkwanta nurses are truly operating
in the community-based manner as envisoned by the CHPS programme plan.
Community nurses in Hohoe live in the digtrict headquarters in Hohoe town, and travel to
communities for outreach work.

Knowledge of the programme: Nkwanta Community Hedth Offices have a thorough
understanding of the CHPS concept. They describe the programme as onein which...

“anurseis put in a community where she works with the health committee
and people in the community. The nurse goes on home visits in the
surrounding communities; she gives education on nutrition and minor
ailments.” (CHO, Nkwanta)

Nkwanta CHOs, who have a comprehensve understanding of the CHPS programme,
participated in counterpart exchanges with the Navrongo Hedth Research Center where
they observed the process of CHPS implementation and received training from their
CHO counterparts in the Community Hedth and Family Panning Project, and are now
resding and working in arurd location.

In Hohoe, however, CHOs do not have a clear understanding of the CHPS progranme
and do not diginguish its gods and design with the long-standing MOH PHC (Primary
Hedth Care) programme, which is a discredited sysem of providing community based
sarvices by training rurd community volunteers to provide hedth sarvices to community
resdents. As one CHO noted,

“We have been practicing this CHPS long ago. Thisis like the Primary
Health Care that health should reach the doorsteps of every community.”
(CHO, Hohoe)

DHMTs, SDHTs and CHOs in Hohoe didrict have not participated in counterpart
exchanges to either Nkwanta or Navrongo.



Reactions to the programme: Implementation of the CHPS initiative has had a dramétic
effect on the life of the CHOs. Nkwanta CHOs frequently mention the affect that
placement in the community has had on ther family life. The remote placement hinders
the CHOs abhility to travel to vigt family members. It has dso brought about a changes
in family life, as some CHOs have therr husbands who work elsewhere and children who
are enrolled in school esewhere.

“...I was in Nkwanta with my family, but when | was brought here | have
to leave my child in Nkwanta.” (Nkwanta, CHO)

Although Hohoe Community Hedth Officers are not yet resding in the community, and
mugt travel to the rurad aress dally, they discussed the inconvenience of having to leave
thair families ealy in the morning and ther exhausing work routine which typicdly
includes severd miles of waking each day.

Despite these hardships, CHOs discuss with pride the remarkable hedlth benefits that the
CHPS programme provides to the community. They describe CHPS as an initidtive
which provides easy access to hedth services and consequently marked improvements in
immunizetion coverage, increased antenatal care and reduction in materna  desths.
Furthermore, the community’s reationship with the CHO is such that the community is
able to tadk fredy to the CHO about their hedth problems. In addition, the CHPS
programme provides the community nurse an opportunity to develop new skills from the
varied experiences of her work. CHOs have been taught to assst with childbirth and
have had additiond training in curdive trestments.

The CHOs interviewed had numerous expectations when their didricts began initiating
the CHPS process. Initidly, some CHOs expressed fears about forfeiting their chances to
further their education. On the other hand, many CHOs were expecting to become more
autonomous in their new professiona role, and this conveys a sense of pride and Status
that was lacking in their former role. An Nkwanta CHO explained

“...when you are in the village you are ‘all in all’ [you are your own
boss]. | am*oga kpatakpata’ (in charge) there, but when | amin Nkwanta
some people are higher than me so they won't see my position.”

(CHO, Nkwanta)

A CHO from Hohoe expressed her initid reactions with the introduction of her new
professond role.

“...I was very much disturbed because leaving my family,[to] go to a
remote village, stay there and work, in fact | didn’t like it at all. But when
| started the work, | could see that in fact it helps me a lot because those
peoplethat | couldn’t reach ... | was able to cover them.”

(CHO, Hohoe)



Although CHOs were not looking forward initidly to being placed in communities, and
have experienced many hardships, they have come to gppreciate deeply the professond
satisfaction they receive from the work.

The range of services that the CHOs provide to the community is varied and exhaudting.
The CHOs that are resdent in the community are kept busy virtudly dl day and many
nights.

“Sometimes you may not have time to eat and in the evening you will have to go
again [to the communities] because they will be coming back from the farm.
(CHO, Nkwanta)

CHOs in Hohoe discuss the exhausting aspect of their consstent travel to reech the
villages

“ ...you ghedule with them that you will meet them in the house, but because of
their work, you go there, you walk a long distance, but you won’t meet themin the
house to render a service to them. And you have to go another time, especially
when it is farming season. The walking here and there will make you sick.”

(CHO, Hohoe)

This redity indicates the high demand for the CHOs sarvices, but suggests that over time
the community nurse may become overwheimed by her duties.

As in the case of community members, CHOs dso see themselves as being centrd to the
CHPS progranme. While CHOs are initidly concerned about the many persond and
familid problems that they experience, this subsdes if communities are enthudadtic for
the program and supervisory support heps them overcome these initid concerns and
focus more on the professona satisfaction they achieve from their work.

Clinic-Based Nur ses

Knowledge: Knowledge of CHPS among dlinic nursesreflects the level of programme
development in each digtrict. In Nkwanta, dl clinic nurses are very knowledgeable about
the programme. They learned about the initiative in discussions with other hedth
workers, attended community durbars, and received referrals from CHOs. 1n Hohoe,
clinic nurses have limited knowledge of CHPS, but do not know the programme by that
name. They were amply told that nurseswill be placed in the communities. They
understand CHPS to be a continuation of PHC (Primary Hedlth Care), and therefore not
new. InKeta only one of 10 clinic nurses had heard of the CHPS programme. The one
nurse was knowledgeable about CHPS — a recent graduate of nuraing school -- had
learned about it in her educationa programme.

Reactions to the CHPS Initiative:
Clinic-based nurses, know about CHPS in the advanced digtricts, but often have limited
knowledge of the programme in districts where it is not at an advanced stage. Clinic



nurses support the abstract idea of the CHPS programme, but the emphasisin the
discussions was their deep concern about the detrimental impact placement in the
community would have on their persond life. Nurses expect CHPS to creste increased
access to hedlth services that will lead to postive health outcomes, such as early
detection and treatment, and reduced mortality and morbidity. Nurses understand that
community people are isolated, impoverished, and at considerable distance from hedlth
fadlities

“1t (CHPS) is necessary because in those communities, at times, due to the
conditions of the roads, at timesthere are no cars.... If thereisa community-
based nurse there, it will make it easier for them.” (Clinic nurse, Hohoe)

When discussions turned to views about community posting, clinic nurses discuss along
list of strong persond concerns. Nurses discuss at length the threats of community
placement to their welfare; these include lack of potable water, dectricity, and security.
They place even stronger emphasis on anticipated disruption and dissolution of thelr
family and socid life that community placement would engender. They worry about
decline in the quality of education for their children that would accompany their transfer

to arura school. Infact, most nursesindicate that they would not place their childrenin
arura school. Instead, they would arrange placement for them with relativesin order to
dlow them to receive a quality education. Many worry about the separation from their
husband, the added cost of maintaining two households, and the potentid straying of the
husbands, and one mentioned the increased risk of HIV/ADS. Nurses who are unmarried
and digible for community placement are concerned about the unsuitability of locd rurd
men as prospective marriage partners. As outsiders, they aso worry about acceptance by
the rurdl community:

“| think they should educate the people, and prepare them so they are
aware that such nurses will be coming into their communities so we are
not their enemies’ (Clinic nurse, Hohoe).

Other concerns include anticipated boredom and expectations of socid isolation. Since
posting is tantamount to establishing a new residence, they are concerned about the most
basic utensis to be left behind in their homes, such as cooking utensils, pots and pans,

and other furniture, and anticipate communication problems semming from isolation,

poor roads, lack of phone service, and possible language barriers. Many of these concerns
were summarized by a nurse who seemed to indicate the conditions under which she

might agree to work in arurd community:

“ First of all, the road should be motorable. Then, at |east there should be
a means of communication and lighting. There should be certain basic
amenities available.” (Clinic nurse, Keta).

Clinic nurses focus dmost entirely on negative condderations about being posted to rura
communities. They are worried about their persond survivd, the welfare of their
children, and the wdll-being of their family. Although they tend to gppreciate the reason



for the programme (in the abstract), their actua support for CHPS is a best only half-
hearted and is more likely to be initidly antagonidtic.

Digtrict and Sub-district Managers

Knowledge of the CHPS I nitiative: The DHMTSs are knowledgeable about CHPS in dl
three didtricts, particularly in Nkwanta. DHMTSs have become familiar with the CHPS
programme through briefings from their Didrict Director, through participation in
workshops on CHPS, and from DISHOP Training in Navrongo. Team members who had
traveled to Navrongo to observe the Community Health and Family Planning (CHFP)
project were most familiar with the CHPS programme. One DHMT member from
Nkwanta stated that her counterpart exchange visit to Navrongo made the CHPS
implementation process seem possible.

“...wethought it [CHPS] was going to be a big problemin its
implementation. But as we went to Navrongo we saw people doing the
programme and the outcome of it, so we also said we wanted to do
something like that.” (DHMT member, Nkwanta)

DHMT membersin Hohoe did not have a thorough understanding of CHPS, but could
mention certain aspects of the programme.

“1 have an idea about the programme, health workers are placed in the
communitiesto render services...”
(DHMT member, Hohoe)

Surprisingly in Keta, where the CHPS is inchoate, the DHMT had a solid understanding
of the programme. Staff were familiar with the CHPS concept of placing nursesin the
rurd community in order that she may deliver hedth services a the doorstep. The
Didtrict Director had participated in counterpart training activities in Navrongo.
Additionad knowledge for the DHMT gtaff was gained from a CHPS workshop and
through participation in a Digtrict and Regiond Managers Conference.

Sub-district managers were fairly knowledgeable about the CHPS programme, but to a
much lesser degree than their counterparts at the district level. The concept of providing
hedlth care at their patients doorstep through house-to- house services was commonly
expressed by SDHTSs. Inadequate communication between district and sub-digtrict Saff
may account for their lack of clarity aboout the programme. Though SDHTs may be
unclear about the various components of CHPS and the programme’ s origins, they have a
solid understanding of the extent of CHPS implementation in their sub-didtrict.

Reaction, Perceptions and Attitudes. In generd, hedth managers have a postive view
of the CHPS programme. They credit CHPS with increasing hedlth coverage—in
digtricts where the programme has been implemented, and where the programme is yet to
begin, managers expect CHPS to reduce mortdity and morbidity. Apart for easing
trangportation difficulties for community members, one SDHT member from Hohoe



remarked that CHOs will help to reduce peoples’ fear of going to the hospital. Overdl,
the programme is viewed as a means by which hedth carein the district can be improved.

Other areas where managers expect CHPS to have a significant impact on hedth is
through increased immunization coverage and the reduction of communicable disease.
DHMT membersin Nkwanta remarked that CHPS has had reduced the number of cases
at the didtrict hospital, snce community members are ng health service more
localy under the care of the CHO. Keta DHMT members anticipate that CHPS will
produce a greater level of health awareness in the communities and reduce community
members reiance on traditiona medicine. Early referrd and treatment was mentioned
by DHMT membersin dl three digtricts. One DHMT member in Hohoe emphasized the
need for the reorientation of hedlth care workers to the community,

“...you really find out how people are languishing in terms of accessing
health service...and we all know that minor ailments could be easily
catered for just at the doorstep of people.” (DHMT member, Hohoe)

SDHT members from Nkwanta remark that the CHPS programme will help the CHOs, as
they will have a better understanding of their clients problems. In addition, CHOs will
gain thetrug of the entire community which will improve hedth service ddivery.

DHMT membersat dl three ditricts experience -- or expect to experience-- an increased
workload with implementation of the CHPS programme. An Nkwanta DHMT member
explaned

“..theonly thing | can say is that you have to be committed, if you are not
committed you cannot run the programme.” (DHMT member, Nkwanta)

The importance of commitment was clearly expressed to SDHT members in Nkwanta by
the DHMT. The Nkwanta DHMT requested that SDHT members

“ ...who think they can work hard, to write their names to take part in the
programme. Some CHNs were selected and sent to Navrongo where they
weretrained.” (DHMT member, Nkwanta)

It is evident that the Nkwanta DHMT anticipated that an increased workload would befall
al those involved in CHPS programme implementation. The increasein workload is
particular to those workers and managersinvolved in coordination of CHPS or hedth
delivery in the community. However, those working in the hospitals are expected to
experience reductions in their workload, since local trestment often obviates the need for
community membersto visit the district hospital or nearby hedlth podts.

The less-than-enthusiagtic reactions from the Keta DHMT members revolved around
their conjectures on the effect that the CHPS programme would have on their persond
lives. Keta DHMT members believe tha the numerous supervisory vists that would be
necessary for proper CHPS implementation would place astrain on their familia



relations and socid life. DHMT membersin Keta aso feared they would encounter
financid setbacks as aresult of CHPS implementation. Many managers have secondary
sources of income, such as donut selling and shdlot farming, which would be interrupted
by frequent supervisory travel to communities. Additiondly, one DHMT member in
Keta remarked that:

“...you can expect the number of your night claimsto be cut down...so
you go on supervision and stayed for five daysand at  E22,000 each day
for accommodation, but when you put in your claims they cut it down to
only 3 nights because there is not [ enough] money.”

(DHMT member, Keta)

Thus, performing these anticipated duties of a full-time CHPS supervisor is perceived to
be a threat to family income.

SDHT members voiced smilar concerns about the effect that the CHPS programme may
have on their persond life. Severd of the SDHT members interviewed in Hohoe hold
professond postionsas CHOs. Their comments mirrored those of clinic-based nurses,
asthey have the potentia of being sdected for full-time rural placement — rather than
routine supervisory activities. One SDHT member/CHO explained her concerns,

“l would say that the work is good when you stay in the community, but
our children’s education will not be good, and our marriage will suffer
because my husband cannot stay with me in the village because his work
isdifferent.” (SDHT member, Hohoe)

Neverthdess, the more advanced the stage of CHPS implementation, the more positive
were the managers' views of the programme. In more advanced programme aress,
managers emphasized the positive impact of the programme on the hedth of the
community, which made the persona inconveniences resulting from their involvement
more acceptable. However, in the early stages, managers focus on the anticipated
personal inconveniences they will face

2. Congraints, Problems/solutionsin Initiating the CHPS Programme

Community members: Community leaders and membersin Nkwanta indicated that
there were numerous palitical, organizationa, and economic difficulties that had to be
overcomein initiating the CHPS programme. At first there was a controversy between
Keri and the surrounding communities over the location of the CHC that delayed the
initiation of CHPS. To resolve this, Keri cited the historica placement of a“dressing
dation” to prove that their community was the centrd location for surrounding villages.

Once the project was Situated in Keri, the leaders encountered a problem procuring the
lumber for the roofing of the CHC.

“We had a problem with the forestry department about the lumber



for the project, even though in our area here we have a lot of
wood that we could have used, but the forestry officers did not
allow us (to useit).”

(Community leeder, Keri)

The community went so far as to slage a demondtration with placards againgt the Forestry
Department at Nkwanta. The time involved in the resolution of the forestry problem
ddlayed the building project such that the resources expected from World Vision (an
international NGO that wanted to assist the congtruction of CHCs) expired.

Leaders dso reported that Keri (where the CHPS programmeisin full operation) and
Bontibor (where the congtruction of the CHC has begun), experienced interna problems
with their community during the congtruction of the CHC. Many people were unwilling
to participate in the communa labour required for building the nurse's compound.

Y oung people were particularly uninterested in participating. However, community
leaders selected two people from each clan to participate in the communa labour and
fined those who were unwilling to cooperate.

The resolution of the community participation problem led to numerous contributions to
the CHPS programme. A community health committee was formed with volunteer
members to support the CHPS initiative. For example, this committee built a bathroom
for dients a the nurse’ srequest. Many individuas have aso been making contributions
of various sizes to the CHPS programme. A loca benefactor supplied the land free of
charge for the congtruction of the CHC. Women draw water for the nurse, while others
supply foodstuffs or labour for farming.

Some indicated that the congtruction of the CHC appeared to be going somewhat more
smoothly in that community, yet dill required consderable externd organizationd
support from GHS staff. 1n some cases, the actua amount of work required appearsto
have been under-egtimated by the participants:

“Yes, we have started. The community organized communal labour to
clear the site, mold blocks, and lumber.”
(Community male, Bontibor)

“ Some of the problems we faced were clearing of the site, molding blocks,
fetching water, carrying sand, and carrying lumber for the work.”
(Community mae, Bontibor)

The community organized itsdf to overcome these problems by holding discussonswith
the chiefs, eders, and opinion leaders. Responsihilities were then assigned to the
different clans making up the community. WWomen reported thet a smilar solution to
communa |abour problems was used in Bontibor asin Keri.



“We fined those who were not patronizing the communal labour and these
monies wer e used to purchase and move sand to also for hiring labour.”
(Community woman, Bontibor)

Initiating the CHPS Programme in communities, especidly the congtruction of a CHC,
involves congderable community problem solving. While traditional community

gructure provides mechanisms for solving many of these problems, achievement of the
advanced stage of programme implementation has so far not been accomplished without
some externa economic assistance for some congtruction materials.

Community Health Officers: Nkwanta community nurses relate severa problems that
were encountered in the CHPS implementation processs. When CHOs entered the
community there was no proper accommodation; there was a lack of furniture and good
sources of drinking water.

“For me, where | am, | was asked to stay in the CMB [ Cocoa Marketing
Board] quarters. When | went there was nothing in the room-- not even
light. So on the third day, | had to run back to Nkwanta where | bought
flexible wires to connect light into my room from the main block. | was
able to buy furniture from my imprest.”

(CHO, Nkwanta)

Many of the initid challenges were resolved through the contributions of the community,
the DHMT and World Vison International. To advance the CHPS process in the didtrict
World Vison provided building materids for the CHC. The community offered furniture
and the DHMT procured poly-tanks for water storage for the CHO.

Nurses in both Nkwanta and Hohoe have a long list of requirements they fed are
important in order to have a ressonably comfortable life and successful work. This ligt
includes financid incentives for long hours, rurd living and hard work. They need
motorbikes, raincoats, and boots. They require potable water supplied to their CHC,
water dorage, proper toilets for themsdves and a separate facility for ther clients. Also,
they request dectricity — either mains or solar generated — to run a refrigerator to store
vaccines, aswell asfor the comforts of lights, radioand TV.

The hisory of Nkwanta is unusud in that in tha mos of the problems in initiaing the
programme have been solved. The didtrict manager has provided poly or cement tanks
for water storage, motorbikes, and drugs. At the request of CHOs, the district director
has helped build an additiond separate Sructure to provide hedth services for clients.
With this higtory, the Nkwanta CHOs seemed optimigic about the handling of ther
requests. Hohoe CHOs, however, who had been given little of the support they had
requested, seemed less optimistic about ther needs beng sdaisfied in the future,
especidly from the SDHT members.



“The sub-district, we don’'t get anything. But the district, whenever you
arein need, or you get there with your problems, what they can do they do
it. But we are not satisfied.” (CHO, Hohoe)

As expected, nurses experienced numerous persona problems relaed to ther
accommodation. Many of these problems were solved as a result of responsive digtrict-
level programme management. Developing a capacity to respond to ad hoc living
arangement problemsis crucid to sustaining morae among CHOs.

Clinic Nurses: Aswas noted in clinic nurses reactions to CHPS, they see alarge number
of condraints to placing nurses in the community. Some clinic nurses gppeared to be
opposed to being placed in the community under dmost any circumstances. Others,
however, provided a number of suggestions that would make such placement more
workable. Nurses suggest the supply of monetary incentives, transport, payment of the
education of their children, and equipment necessary for service provison, and a
reasonably comfortable living Stuation. Nurses aso recommended the importance of in-
service education, and supervison.

The experience of CHOs and managers may be ingructive for solving problems with
cinic nurses. While CHOs probably had many of the same concerns as clinic nurses,
they were helped to overcome resistance through visits to Navrongo, where they could
see and practice the actua field programme, and in the process increase their programme
knowledge and develop some enthusiasm for CHPS.

DHMTs. The problemsthat DHMT managers discussed consistently related to nurses
accommodation, programme finances and staffing shortage.  The Nkwanta DHMT,
successfully addressed the issue of nurses' accommodation, recognizing that housing is
one of the mgor congraints to launching CHPS. With assstance from an internationd
NGO that donated building materias, and from the community that supplied the labour,
CHC were built for two of the CHOsin Nkwanta. On the basis of this success, other
communities were brought to the Site, oriented to the project, and encouraged to develop
resources for their own CHC. In this manner, interaction about innovation diffused
through the didrict, with the CHPS programme organizing many of the exchanges. Even
though externd resources were not available for al CHC, demondration in pilot areas
developed demand for replication esewhere.

Managersin other districts are scepticd that they can achieve smilar results, however.
One DHMT member stated that there are so few properly built housesin the rurd
location that it would be unlikely that a community occupant would relinquish his house
for an MOH worker. A colleague cited the ingpiring example of Kassena-Nankana
digtrict (Navrongo) where successful community entry techniques prompted the
community to contribute to the programme by erecting a CHC with their own resources.

“If it is properly explained to them [ community members| they will
provide it [accommodation] ...when things were explained to them [those



in Kassena Nankana community] they put up structures where the CHO
will live” (DHMT member, Keta)

Such exchanges suggest that small seed funds can be combined with community
resources to develop atruly community financed effort. A mgor congtraint for Hohoe
managers was availability of funding to get started with the CHPS programme. Some
managers attributed their CHPS programme stagnation to a lack of funds for logistics and
supplies. Thisincapacity to finance start-up work in asngle zone may exhaust DHMT
interest in the CHPS programme before it gets started:

“In fact with Hohoe, | can say if our financial situation has been very
good...we would have even completed the 15 Seps [of CHPS
implementation]. But because of the financial situation, at |east we have
done situation analysis...” (DHMT member, Hohoe)

Didricts therefore start up CHPS with activities that do not require resources, but are
quickly stymied when resource congraints prevent them from creeting asingle
demondtration area.  With the considerable progress that they have made in Hohoe,
managers il fed constrained with the lack of resources available.

“...But with constraints, because FE’' s and the other donor pooled funds
are now a problem and you know the DHMT is being run by these funds,
so these are creating problems. .. The success of the programme depends
on funds.” (DMHT member, Hohoe)

Managers from the three didtricts mentioned the issue of saffing as a serious problem. It
was frequently stated among K eta managers that there is a Saffing shortage at the didtrict
hospital. As such, some Keta managers felt they would be unable to spare nurses for
posting in the community in light of the large demand at the fixed facilitties Managers
from Hohoe expressed smilar concerns. Some managers were unsure if the system had
enough trained nurses to meet the health demand.

“...if we want health care to reach the doorstep of the people, these are
what we have to think of, strength and manpower, and do we have enough
people [nurses]?” (DHMT member, Hohoe)

SDHT members repeatedly raised the issue of lack of trangportation as a mgjor constraint
to CHPS programme implementation, particularly in Keta. This concern referred to lack
of vehicles motorbikes, or bicycles, and fud for the trangportation requirements of the
DHMT to perform effective fidld supervison:

“ They usually complain about transportation. | think that their DHMT]
supervision will not be effective. | don’t think they will be able to handle
the problem.” (SDHT member, Keta)



In addition, the Nkwanta sub-district managers mentioned the poor road networks as a
ggnificant obstacle to transportation through the digtrict. 1n Keta, this transportation
impediment referred to waterways, as many communities are surrounded by bodies of
water.

“ Some areas are water-back and we need boats to cross theriver.”
(SDHT member, Keta)

Managers aso focused on concerns about the welfare of the community nurse. Managers
questioned what strategies would be used to motivate the nurse to perform successfully in
the community, suggesting that supplemental funding would be needed. Other managers
were uncertain about the security of young nursesin ther rurd placements.

“ As| stated earlier, there could be something bad about CHPS because
placing the nurse or CHO in the community without...amenities could
create some problems. For the CHOs being young girls, you can just
envisage what will happen when posted to such remote areas.”

(SDHT member, Keta)

Findly, availability of essentid drugs was enumerated as a problem for hedth managers,
particularly those in Ketadistrict. One Keta DHMT member suggested that drugs
should be digtributed to community members a modest prices. Additiondly, her sub-
digtrict counterpart raised the problem of moving drugs to the area. Comments from
community members indicate that drugs are needed for effective treetment. Hohoe sub-
district managers dso fed that the district managers should supply them with drugs.

“If they allow us to use the health center drugs until they can supply us
with that of the CHPS | think it will be good.” (SDHT member, Hohoe)

DHMT and SDHT members seem to be aware of, and have aredigtic picture of the
numerous problems that must be overcome to build a functioning CHPS programme.
They tend to see most of the problems related to requiring additiona resources, not
normally available.

Diffusion of Information About CHPS from Programme Communitiesto Non-
programme Communities

In FGDs, there are many indications that there is condderable community and extra-
community interaction about the CHPS Programme, and that demand for the programme
may likely diffuse to surrounding communities.

“ Before this programme was started, we used to walk to Pusupu. Now
that CHPS s here, when we meet people from Pusupu we talk to them
about it. | discuss the nurse’ s readiness to work even at night..”
(Community Man, Bontibor)



“When | last traveled to my hometown, my mother asked me how |
handled the health problem | had. | told her that we now have a nurse
residing in the community, so | don’t need to travel to Nkwanta.”
(Community Man, Bontibor)

Women discuss the availability of family planning and safe ddivery services and the fact
that service is available on credit.

“| discuss the Family Planning services and treatment of illnesswe are
enjoying here. We feel we arein heaven.” (Community woman,
Bontibor)

In Chaiso, acommunity in Nkwanta Didtrict where the CHPS programme is not
operationd, people did not know much about CHPS until it was described. They were
however able to associate CHPS with the new structures being constructed in some
communities of the digtrict, and universaly positive comments resulted.

“We like (CHPS) because we are far away from Nkwanta. Many times we
have to hire a car to Nkwanta when someone get sick. We are also far
away from the main road so getting a car at times becomes a problem.”
(Community member, Chiaso)

“We need first aid. A nurse can be of help to an injured person before
transporting himto the hospital.”
(Community member, Chiaso)

“1 ama TBA sometimes. The problems that follow delivery are so much a
worry to us. If we could get a nurse among us, it will be much help to us.”
(Community member, Chiaso)

The people of Chaiso responded to the discusson of CHPS with strong optimism,
unfettered by some of the actua problems experienced in Bontibor and Keri.

“Therewill be noinitial problemsif this programme is to take off here.
The reason is that the entire community will be happy. Therefore we
will work together to ensure its success.”

(Community member, Chiaso)

“We will work together, especially during communal labour.”
(Community member, Chiaso)

“Evenif it comesto a house for the CHO, most of us here are ready to
give out rooms and houses free of charge.”
(Community member, Chiaso)



It is nonetheless possible that such optimism is born out of the hope that FGD comments
will trandate into an gpped to the government and NGOs for assstance. However, even
without the CHPS programme, people in Chaiso who had heard about CHPS intended to
discuss the programme enthusagtically in the surrounding communities, and indicated

that if they got it Sarted with the initiative, they would advise othersto bring their Sck
patients to the resdent nurse.

“Yes, | will discuss CHPSwith people. | will be mentioning it to the
surrounding communities about how the gover nment has given us a doctor
in case CHPS programme comes here.”

(Community member, Chiaso)

Explaining her enthusiasm for discussng the programme, one Chaiso woman indicated:

“If I buy a new dress, | will wear it for everyone to see.”
(Community member, Chiaso)

Chiaso community members fully expect that the sart of CHPS would have alarge
impact on therr community:

“ Good health for our work — this would bring happiness, money, sound
mind, and long life if this programme is brought to us..... we will no more
treat our cuts with Acheampong leaves (traditionad medicine used in rura
communities), but rather it will beiodine.”

(Community member, Chiaso)

In Avetome, (a community in Hohoe Digtrict), where CHPS has not reached the stage of
placing nurses in the community, community men had never heard of the CHPS
programme, and indicated that they had not seen a nurse in the community in Six years.
On learning about the programme, men indicated strong interest, but some were skeptica
about it ever garting in their community. One man aluded to the fact that the actions of
the MOH are sometimes erratic, and he questioned the government’ s commitment to
making provisonsfor the dart of the programme in their community:

“...it could happen that you (MOH) are here today. You may call again
tomorrow or at another time about this very programme. Just when we
are ready to get started...we might not see anything of you again.”
(Community man, Avetome)

Others were concerned that the conditions of their village would discourage a nurse from
taking up residence:



“..welivein avillage where thereis no electricity. Wearein afarming
village. Thereisneither video nor television. The absence of these
amenities will not make the nurse happy to live here.”

(Community man, Avetome)

Other Avetome community members mentioned previous disappointments related to the
fact that the roads are impassable in the rains, or that anurse could not be comfortable.

But other members were more optimistic, and expressed the view that the villagers could
farm for her, and help in order to help her fed @ home. The discussion with the
community may have initiated community organization to support bringing CHPS there,
and to surrounding villages. Men in Avetome express a plan to discuss the CHPS
concept with ather men in the community, and neighbouring communities, and try to gain
support for the programme:

“ ... the communities here are scattered about, so it will be necessary to
bring the others together to discuss the coming of the nurse and explain to
them that the nurse will live in the community and not go away. She will
become theirs and remain with them for a period of time in Avetome”
(Community man, Avetome)

Information about CHPS may even be diffusing to neighbouring countries.

“ My brother who used to live in this village visited from Togo. When |
discussed the programme with him, he was very happy and said he may
come back because of the programme.” (Community Man, Bontibor)

In sum, knowledge of the CHPS programme, and especidly the positive aspects of
having a nurse resdent in the community, appears to be undergoing a considerable
amount of natura diffusion to other communities. Villagers who experience CHPS, are
motivated to discuss the programme with their friends and rdativesin their own
community, and in other communities. As the programme begins to be at an advanced
stage in more communities, demand for the programme can be expected to spread
subgantialy.

RECOMMENDATIONS FOR STRENGTHENING CHPS

Taken asaset of activities, the CHPS programme is an activity that develops two
dimengons of the supply of and demand for hedth services. It is premised on the
observation that clinics are poorly utilized, owing to perceptions that the environment is
unfriendly, remote, or costly. Mohilizing demand for health care requires community
educetion, leadership, and action designed to enhance the credibility of services,
community ownership of operations, and the efficiency of free access. Mobilizing
demand through community education is portrayed in Table 2 by the “ Demand



Dimension” of operationd change. The exigting, and largdly passive programme, must
be reoriented to creating demand for services, building credible care, and fostering hedlth
seeking behaviour, particularly of parents of under five children (The Typell trangtionin
Table 2). The Supply Dimension of the CHPS initiative concerns the mobilization of
GHS hedlth care at the periphery: Community heath committees for governing the
health care programme, CHCs in convenient locations, mobile CHOs providing doorstep
services, and neighbourhood volunteers who can treat minor allments (The Type il
trangtion in Table 2). Asthe figure shows, achieving both supply-<de and demand-side
changes leads to a comprehensive community programme (The Type IV condition in
Table 2). Recommendations for change can be characterized by these dimensions of the

CHPS organizationd trangtion:

Table2: TheDimensions of Operational Change of the CHPS Initiative

SUPPLY DIMENSION:
Health Service Operations
are.....

DEMAND DIMENSION:
Health Seeking Behaviour is.....

...passive

...passive (facilities based)

Typel:
The exigting programme

Typell:
Goals: Mobilizing
participation, service
credibility, health seeking

behaviour
...active (community based) Typelll: TypelV:
Goals: Improving access, (Both 11 and I11)

door step outreach, volunteer
services

Developing Demand for the CHPS initiative.

1) The CHPSInitiative iswell recelved by most communities. Itsservicesarein great
demand and its broad purposes and goals do not require promotion. WWomen, men, and
community leaders seem universdly enthusiagtic about the community based hedth care
concept and the genera god's of the CHPS Programme. They appreciate alarge number

of important advantages of having the programme, including the economics of not having

to travel long distance for services, the convenience of having ‘24 hour service' available
localy, the possihility of using credit to pay for service, the hedlth benefits of improved

local services, and the psychologica benefits of loca programme ownership. The
fundamental advantages of CHPS are quickly grasped and appreciated even in
communities where there has been little exposure to the programme. CHPSisa

complex concept, however, and demand for CHPS activitiesis not developed in the
classroom, in the abgiract, or indirectly by orienting community leaders. Motivating an
understanding of CHPS requires first hand observation, demondration, and consensus
building. This observation gpplies with equd force to villagers, who need first hand
didogue about with community services in open meetings and front line health workers

who need to interact with other workers who are dready engaged in CHPS activities.




2) Programme expansion is likely to be well received by the communities served.
Women, men, and community leaders seem universdly enthusiastic about the concept
and basis of the CHPS Programme — the community-based nurse. If atraditiond healer
worked on a cash and carry bag's, their service role would greatly diminish. Just as
traditiona healers can provide credit owing to traditiona mechanisms for establishing
trust, CHO can offer care on credit. This combination of traditiona vaues and modern
hedlth technology enables CHO to develop aform of health insurance that is grounded in
traditiond vaues.

3) Natural diffusion of knowledge about CHPS stimulates demand for the programme.
Natural diffusion is less effective, however, in communicating what precisely must be
done to implement the programme, either among community members or among frontline
workers. Spreading the CHPS approach requires more than information about what
CHPSis. Actua demonstration by counterparts appears to be sought after by workers at

dl levds Informed diffuson islikdy to be mos effectiveif fully implemented pilots are
avalablein eech didrict. That is, the implementation god of CHPS should beto

implement as many small scae pilots as possible, where dl dements of the CHPS

initiative are functioning rather than an gpproach where didtricts attempt to develop
components in a step-by-gep fashion in many zores a once. The ubiquitous

comprehensive pilot gpproach maximizes the natura contribution of diffuson to CHPS
operationd change.

4) Traditional institutions of village governance and communication can be readily
mobilized to inform communities about the initiative, generate demand for its services,
and sustain support for CHPS implementation. The communities of Nkwanta Didrict
that have the most advanced CHPS programmes have solved numerous problems to
advance the programme. These solutions have a common pattern related to Ghanaian
traditiond community structure, involving chiefs, eders, and representatives of clans. It
adsoinvolves atraditiond system of organizing community labour that contains both
positive and negative sanctions to promote cooperation, including fines for non
participating groups. This structure, with subgtantid externa stimulation, mobilizes,
gainsintense community involvement, and stimulates the community action necessary to
advance the programme through building CHCs, obtaining volunteers and donations, and
organizing education and support for the programme.  Community involvement that is
developed for the CHC component of the programme can sustain CHPS implementation
long after CHCs are completed. Thus, the CHC component of the programme should be
viewed in amore generd framework of community involvement than smply one of
congtructing CHC:s. Its location within a zone comprising anumber of communities

serves as a unifying activity for the communities within the zone. If externa resources
were somehow found to finance CHPS related CHC congtruction, without community
involvement, the CHPS initiative would be serioudy wesakened.

5) Gender problems hamper demand for services; gender stratification also impedes
critical aspects of the CHPS supply-side strategy. This suggests that CHPS should have
a prominent gender component. Although men do most of the work on CHC

condruction, most of the community volunteer assstance in sustaining CHO living



arrangements, such as weeding, farming, and carrying water, fals to women and
children While men are sometimes mentioned by women as opposing family planning,
programme actions to address this problem were not discussed in focus group sessions,
quite possibly because guidelines did not explicitly address thisissue, but also because
gender interventions are not a prominent component of CHPS. In Navrongo, mae
mobilization was crucid to the success of the family planning programme; a programme
of women'sinitiated outreach to men opposing the initiative has had an impact on socid
support for the programme. Gender issues, and appropriate CHPS components, merit
review and gtrategic planning.

SUPPLY-SIDE THEMESAND CHALLENGES

CHOs

6) All respondents view the CHO component as the central pillar of the CHPSInitiative.
With the launching of the CHPS programme, there should be a policy review of the CHO

programme. Severa observations lend support to this conclusion:

Equipment and CHPSfeasibility. The number of CHOs, equipment for CHOs,
and suppliesfor CHO sarvices are viewed by discussants as insufficient for the
initiative. Nurses must leave their home to assume community duties, and this
represents a new role that incurs monetary costs for personal effects, cooking
utendls, and transportation.

Impact on family life. At least some of the shortage is due to the fact that thereis

apprehension about the possible impact of CHPS on workers' lives. CHOs are
typicaly new to the communities they serve; their husbands and children are
living near the clinic where they were formerly based. Congderation should be
given to new concepts of CHO recruitment and posting that permit community
sdection of candidates, and assignment of nurses to locdities where they know
the loca language and view the setting as their home.

Hardship allowances. If the present system of recruitment and posting continues,
overcoming persond difficulties may require indituting monetary hardship
alowances of the sort that have been indtituted by the Minigtries of Agriculture
and Education for staff assigned to remote locations.

Coverage. CHOs and communities worry about lack of coverageif the nurse
takesleave. Some advocate arrangements whereby two CHO are posted to the
same CHC, an obviousimpossibility given the shortage of CHO nation-wide.
Consideration could be given to creative use of trained volunteersfor leave
coverage, or other means of temporary coverage with “floating” CHO who serve
as substitute workers.

Transparency about leave policies. Managers should make provisons for
subdgtitute CHOs to relieve community nurses and make these well known to all
concerned in advance of CHPS implementation. The CHOs will need leave to
vigt their family and to combeat socid isolation and possible boredom.

Logistical support. The extensve requests from nurses for logistical support and
improved living conditions suggests the importance of determining more fully the



actud cogt of implementing the programme and marshalling these resources.

Even in the most advanced programme communities that have achieved intense
locd involvement and support, loca resources were not perceived as adequate to
achieve an advanced functioning CHPS programme. The actual cogts of
producing CHCs that would prove suitable to nurses, required externa resources
from adonor agency to pay for some building materids. The demands from
nurses for additional resources to help pay for transport, medicine, and improved
service and living conditions are substantid. The resource requirements of
providing minimal acceptable living arrangements for CHOs nation-wide remains
unknown.

Fear of the unknown. Many dinic-based nurses will be caled upon to become
CHO asthe programme progresses. These nurses are not generally supportive of
the programme. Although they see the benefit of the programme to the
communities, and fed obligated to service if caled upon, they are deeply
concerned about their surviva, their family life and the welfare and education of
their children. In addition to providing nurseswith accommodations, transport,
and supplies, and incentives they require to do the job, they appear to require
counterpart training experiences that will change their attitudes toward persona
involvement with the progjamme. One of the mogt effective actions has been a
working/resdentid vidt to a digtrict where programme implementation is
advanced, where nurses can be exposed to existing successful CHOs. Evidently
their enthusasm and satisfaction from community-based work is a source of
encouragement to others, despite therigors and difficulty of the assgnment.

The possible benefits of peer leadership. Activities should be organized locdly,
with current CHOs where available, that reinforce the positive aspects of rurd
placement. Theseinclude interaction of workers about the perceived benefits of
professond autonomy and job satisfaction as well as demondtration of assstance
from the community with outreach services, household chores, household
protection and provision of foodstuffs. Finaly, workers experiencing close
relationships with clients and neighbours in the community will be more atuned

to the CHPS programme than workers who hear about the initiative in meetings or
training courses. While technicd training isimportant to deveoping the qudity

of care, it should be noted that technicd training is not what workersin FGD
appear to be seeking; rather, they seek experience with CHPS and opportunities to
seeit for themsalves.

TheDHMT:

7) Managers and nurses who have participated in counterpart exchanges to advanced
programme area have a greater knowledge and under standing of CHPS, fewer anxieties
about embarking upon CHPS, and greater commitment to changing service operations
than managers and nurses who have not participated in exchanges. Various specific
observations and recommendations are relevant to this genera conclusion:

System communication. When discussons are compared across levelsin the

organizationd hierarchy, for workers who have participated versus those who

have not participated in counterpart exchanges, views of the CHPS programme



are more congstent for the participating workers than for those who have not yet
experienced the scheme. Thus, successful promotion of staff readiness and skills
to implement CHPS, may require avariety of Saff experiencesincluding group
exchanges, observationd vigts, peer education, as well as more traditiona
classroom oriented or topica training programmes. Peer orientation islikely to

be an effective means of developing CHPS operations. For thisreason, DHMT
should aim to establish one or two pilot work zones where al elements of the
programme are functioning. Then, pilot workers can serve astrainers and
capacity developersfor other workersin the didrict. Classroom training for staff
of aparticular cadre will not address the need for systems demonstration and
hands-on experience.

Training priorities. Discussons suggest that peer leadership through counterpart
exchanges is a more effective means of changing the system of work than

technicd training for particular cadre. Midwifery training is the exception to this
generdization, however. Most CHO participating in the initiative, and some
community respondents, note that CHO have become the primary source of hedlth
care ddivery in communities where they reside.

Confidence and consensus building. Managers who have participated in
counterpart exchanges have a greater degree of clarity about what must be done to
start CHPS work and confidence that work can actually proceed.

8) DHMTsare generally cautious about predicting the pace of CHPSimplementation

and sceptical about national sustainability of CHPS owing to severe resource

constraints.
Resource constraints as the core problem. At the DHMT leve, problems
hampering progress with the CHPS initiative are viewed as resource based rather
than technical. In fact, in one didtrict, the resource requirements of CHPS were
characterized as atogether hopeless, and resource solutions tend to be viewed asa
matter for externa support from the government, donors, or NGOs.  Solving
resource problems by collaborating with the Digtrict Assembly was rarely
mentioned, and even then noted with scepticism that promises of support would
ever be honoured. This suggests a need for attention to building political support
for CHPS, perhaps in the form of study tours of the sort that have been employed
in the past for DHMT to vist Navrongo and Nkwanta
Lack of consensus about technical capacity building. Apart from reference to the
need for midwifery training, no FGD mentioned technicd training needs asa
priority congtraint to implementing CHPS. To the extent that technica problems
exis, DHMT are confident, rightly or not, of their capacity to train others. Yet,
externd support for CHPS appears to focus mainly on technica assstance and
insufficiently on direct funding of resource gaps®

5 The support rendered by DANIDA is an exception to this generalization, as flexible and timely support from this
donor has played a crucial and catalytic role in CHPS implementation. USAID has also been instrumental in supplying
needed equipment and supplies, and technical assistance for training, communications, and monitoring and evaluation,
aswell as continuing support for the Navrongo Health Research Centre.



The need for seed funds. In CHPS success stories, demand for the program arises
from community interaction with functioning CHPS zones. Establishing a pilot
zone where CHPS is fully functioning is therefore a matter of profound
importance in the entire scheme of things. DHMT lack the resources to take this
vitd initid sep; this prevents them from demondirating to communities whet
CHPS can do; the absence of demondiration, in turn, deprives CHPS of vitaly
needed community resources. Demand for the programme will sugtain it, but only
if it gets garted. Small incrementa funds provided by DANIDA and World
Vison enabled the Nkwanta DHMT to expand pilot CHPS activities in two zones.
This planted the seed that grew into a sustainable digtrict-wide programme that
relies mainly on community resources. Findings from this sudy suggest that a
few drategicaly placed pilotswill foster a contagion of CHPS implementation.
Once pilotsin each region are used to catalyse pilots in each didtrict, the CHPS
programme will develop momentum that will be grounded in a profoundly
supportive population.

CONCLUSION

Thisstudy isapreliminary appraisa of reactions to the CHPS initiative by its participants
—managers, supervisors, front-line community workers, and community members.
Findings are prdiminary in the sense that they emerge from asingle region. Owing to
timing and resource congraints, work has been conducted by GHS gtaff, and this may
introduce an dement of biasinto discussons. However, these reports should be taken at
face value for what they are -- the consequence of interaction between workers at each
level of the hierarchy and the community about a programme that has become important
to their daly lives with individuas seeking their comments and advice about this
important programme.

Thisreport amsto provide information that will be used to improve the CHPS
programme. We view this report as a prototype for strategic assessment reports that
should be prepared in other regions.  The report will be disseminated to dl Regiond
Hedth Adminigrations to solicit advice on ways to improve the CHPS programme, and
possibly to launch smilar Srategic assessment Sudies sewherein Ghana. The report
will be disseminated a a mesting of Didrict Directors of Medicd Services from the
Volta Region, an activity that we believe should recur as new dtrategic assessments are
completed in other regionad programmes.  Further, DHMT in the Volta Region will be
followed-up to determine how the research is utilized in the future, and if any assstance
in utilizing it may be required. The revised procedures and materias will be used to
replicate components of this research, especiadly in advanced CHPS Disdtricts that appear
to have the richest lessons on solving problems in CHPS implementation.

Findings are reassuring in the sense that the fundamentd gods and design of the CHPS
initigtive are strongly endorsed by participantsin thisstudy.  The findings show clearly
the strong desire by communities to have CHOs live with them and provide services that
they can seek at any time. Thisfinding lends support to the underlying commitment of



the Ghana Health Service to developing community-based care. By making the hedlth
care system resident among the people and reporting to community leaders, the
credibility of primary hedth care has soared.

Findings are sobering in the sense that genuine problems remain to be solved that
requires resources not yet available to the health sector. Creative mobilization of
resources has produced remarkable progressin one study didtrict, suggesting that training
and orientation can be directed to the art of building politica and community support for
the CHPS initiative. Once critical dements of the programme arein place, worker
concerns about the initiative disspate. It is heartening that the most enthusiagtic
supporters of the CHPS initiative are workers who have had the longest exposureto its
lifestyle and work related rigors.



Annex: Focus Group Discusson Guides

A Multi-level, Qualitative, Assessment of Community-Based Health Planning and
Services{CHPS}:

INTRODUCTORY REMARKS: The Government of Ghana wishes to improve hedth
sarvices and make them more available to people  Therefore the Ministry of Hedth
developed a new programme for ddivering hedth services cdled Community-based
Hedth Planning and Services [CHPS]. Some of the important parts of this programme
ae

? Holding community durbars to introduce the new programme;

? Moving nurses from the dinics to the villages and having them live and work
there;

- Organizing village heslth committees,

?  Encouraging the village to provide a compound in which nurses will live;

?  Supplying services both a village homes and the nurses compound (rather than
only indinics); and

? sdecting and preparing community volunteers to assst the programme.

Today, | would like to hear about your views and experiences with this programme.
Your comments will be used to improve the CHPS programme.  No names will be taken
or recorded and your views will only be reported anonymoudy. We want to tape record
the conversation so we don't miss any of your important ideas. Isthis OK?




FGD Interview Guide: Community Women

Community Reactionsto CHPS implementation:

Objectives

To Learn About People s Perception Of CHPS Programme

To Determine Whether CHPS Is A Solution To Health System Delivery.

To Uncover Problems That Are Hindering CHPS Implementation

To Find Out Level Of Collaboration Existing In The Implementation Of

CHPS

= Assess Socio-Economic  Factors  That  Will  Influence CHPS
Implementation At Community Level.

=  Assess Perceived Health Needs Of The Community.

= As a community, has the CHPS programme affected your social life and
economic opportunities? If Yes, how If No, what do you think can be
doneto improveit?

= What do you think are the health demands of the community?

Questions

?

Did you know about the CHPS programme before | mentioned it? @robe: What
did you know? How did you learn this?)

Has this programme darted in your area? (Probe: Wha CHPS hedth activities
aregoing on in your village?)

What are your views about the CHPS progranme? (Do you think we need this
new Village-based plan for ddivering hedth services? Why or Why not? What is
good about the CHPS programme? What is bad?)

Do you know about any problems in getting started with the CHPS Programme in
this area? (What were the problems? Which of these problems were you able to
overcome? How did you overcome the problems?)

What were your (village) contributions to the CHPS programme? Probe: Do you
get any additiona help from other organizations- NGOs, churches etc.)

Has anyone here ever received sarvices from the community nurse? (Where did
you get the services, i.e. a home, the nurses compound, or some other place?
How would you compare these services to others you have received in the sub-
digrict dinic?)

Have you discussed the CHPS programme with anyone? (Probe: With whom?
Wheat topics were discussed?)

If you could recommend one change in the CHPS hedth programme, what would
it be?



FGD Interview Guide: Community Men

Community Reactionsto CHPS implementation:

Objectives

= To Learn About People s Perception Of CHPS Programme

= To Determine Whether CHPSIs A Solution To Health System Delivery.

= To Uncover Problems That Are Hindering CHPS Implementation

= To Find Out Level Of Collaboration Existing In The Implementation Of
CHPS

= Assess Socio-Economic  Factors  That  Will  Influence CHPS
I mplementation At Community Level.

= Assess Perceived Health Needs Of The Community

= As a community, has the CHPS programme affected your social life and
economic opportunities? If Yes, how If No, what do you think can be
doneto improve it?

= What do you think are the health demands of the community?

Quedtions

?

Did you know about the CHPS programme before | mentioned it? @Probe: What
did you know? How did you learn this?)

Has this programme darted in your area? (Probe: Wha CHPS hedth activities
are going on in your village?)

What are your views about the CHPS programme? (Do you think we need this
new village-based plan for delivering hedth services? Why or Why not? What is
good about the CHPS programme? What is bad?)

Do you know about any problems in getting started with the CHPS Programme in
this area? (What were the problems? Which of these problems were you able to
overcome? How did you overcome the problems?)

What are your (village) contributions to the CHPS programme? (Probe: Do you
get any additiond help from other organizations- NGOs, churches etc.)

Has anyone here ever received services from the community nurse? (Did any
family members ever recaive sarvices? (Who? Where were the services received,
i.e. @ home, the nurses compound, or some other place? How would you compare
these services to others you (or your family members) have received in the sub-
digrict dinic?)

Have you discussed the CHPS programme with anyone? (Probe: With whom?
Wheat topics were discussed?)

If you could recommend one change in the CHPS hedth programme, what would
it be?



FGD Interview Guide: Community Leaders

Community Reactionsto CHPS implementation:
Objectives

To Learn About People' s Perception Of CHPS Programme

To Determine Whether CHPS s A Solution To Health System Déelivery.

To Uncover Problems That Are Hindering CHPS Implementation

To Find Out Level Of Collaboration Existing In The Implementation Of

CHPS

» Assess Socio-Economic  Factors  That  Will  Influence CHPS
Implementation At Community Level.

= Assess Perceived Health Needs Of The Community

= Asa community, has the CHPS programme affected your social life and
economic opportunities? If Yes, how If No, what do you think can be
doneto improveit?

= What do you think are the health demands of the community?

Quedtions

? Did you know about the CHPS programme before | mentioned it? Probe: What
did you know? How did you learn this?)

Has this programme darted in your area? (Probe: Wha CHPS hedth activities
ae going on in your village? What role did you play in dating the CHPS
programme?)

? What are your views about the CHPS programnme? (Do you think we need this
new village-based plan for delivering hedth services? Why or Why not? What is
good about the CHPS programme? What is bad?)

? Do you know about any problems in getting started with the CHPS Programme in
this area? (What were the problems? Which of these problems were you able to
overcome? How did you overcome the problems?)

? What are your (village) contributions to the CHPS programme? Probe: Do you
get any additiond help from other organizations— NGOs, churches, etc.?)

? Has anyone here ever receved services from the community nurse? (Did any
family members ever recaive sarvices? (Who? Where were the services received,
i.e. @& home, the nurses compound, or some other place? How would you
compare these services to others you (or your family members) have received in
the sub-didtrict dinic?)

Have you discussed the CHPS programme with anyone? (Probe: With whom?
What topics were discussed? Have village members offered you comments about
CHPS? What did they say?)

If you could recommend one change in the CHPS hedth programme, what would
it be?



FGD Interview Guide: Community Health Officers

Objectives

To determine the expectations of CHOs

Assess socioeconomic factors that will influence the performance of the CHO in
the CHPSimplementation programme?

To determine the level of human and material support

To learn about the CHO' s per ception of the CHPS programme

To uncover problems that are hindering CHPSimplementation

To solicit input on how to address these problems

To understand the interaction/dynamic between the CHO, supervisors and
volunteersin the CHPS implementation process.

To determine level of commitment of CHO, volunteers, community members with
regard to CHPSimplementation.

To assess the perceived health needs of the community.

Quedtions

?

Did you know about the CHPS programme before | mentioned it? (What did you
know? How did you learn this?)

In what ways has placement in the community affected your life? (Probe:
Family? Socia? Economics? Mentd hedth?)

When told you were going to be posted in the community, what were your
reactions and expectations? How has the actual experience compared to your
expectations?

Wha is your workday like? (Probe: What services do you deliver? Where do
you deliver these services? Who helps you? Does anyone hinder your work?)

What are your views about the CHPS progranme? (Do you think we need this
new village-based plan for ddivering hedth services? Why or Why not? What is
good about the CHPS programme? What is bad?)

Do you know about any problems in getting started with the CHPS Programme in
this area? Probe: What were the problems? Which of these problems were you
able to overcome? How did you overcome the problems? Which problems
remain?)

What are the community contributions to the CHPS programme? (Do you get any
additiona help from other organizations— NGOs, churches, etc.?)

What hdp are you recelving from the sub-didrict office? What help are you
recelving from the Didrict officer? Is this support sufficient? Do they come to the
village to hep with your problems?

Have you been having discussons with the community, sub-district and
upervisors about the improvement of the programme. (Probe: With whom?
What topics were discussed? Have village members offered you comments about
CHPS? What did they say?)

What one recommendation can you make to improve the CHPS process?



FGD Interview Guide: Clinic-based Nurses

Objectives

Assess socioeconomic factors that will influence the performance of the clinic
based nurses in the CHPS implementation.

To determine the expectations of Clinic-based nurses

To determine the level of human and material support

To learn about clinic based nurses' perceptions of the CHPS programme

To uncover problems that are hindering CHPS implementation and how to
address them.

To solicit input on how to address these problems

To understand interaction/dynamic between each level of CHPS implementation
hierarchy.

To determine level of commitment of Clinic-based health workers, with regard to
CHPS implementation.

To assess the perceived health needs of the community.

To determine the level of exposure of the clinic based health worker to the CHPS
process.

Questions

?

Did you know about the CHPS programme before | mentioned it? (What did you
know? How did you learn this?)

In what ways would placement in the community affect your life? (Probe:
Family? Socia? Economics? Mentd hedlth?)

If you were told you were going to be posted in the community, what would be
your reactions and expectations?

What is your workday like? (Probe: What services do you deliver? Where do
you deliver these services? Who helps you? Does anyone hinder your work?)

What are your views about the CHPS programme? (Do you think we need this
new Village-based plan for deivering hedth services? Why or Why not? What is
good about the CHPS programme? What is bad?)

Do you know about any problems in getting started with the CHPS Programme in
thisarea? (Probe: What were the problems?)

Wha hdp ae you receving from the sub-didrict officer? Wha hep are you
receiving from the Didrict officer? Is this support sufficient? Do they come to the
clinic to help with your problems?

As a dinic based hedth worker you have the potentiad of being posted in the
community asaCHO or remain a the clinic base, what are your views about this?
What recommendations can you make to improve the programme?



FGD Interview Guide: SDHT Members

Objectives:

To assess the level of exposure and the under standing of the CHPS concept.

What are the perceptions of the Community Health Nurses, DHMT s and other
Health workers of CHPS?

To determine level of CHPSimplementation in the sub-district.

To uncover problems affecting CHPS Implementation.

Understanding interactions/dynamics between each level of CHPS
implementation hierarchy

To determine whether CHPS s a solution to health systems delivery.

Assess socio-economic factors that will influence implementation of CHPS at
each step.

To find out the levels of collaboration existing in the implementation of CHPS.

Questions:

? Did you know about the CHPS programme before | mentioned it? (What did you

know? How did you learn about CHPS — Fidd vidts to Navrongo? Nkwanta?
Discussions a meetings? Information from other sources?)
What are your views about the CHPS programme? (Do you think we need this
new Village-based plan for deivering hedth services? Why or Why not? What is
good about the CHPS programme? What is bad?)
How far has the CHPS implementation advanced in your sub-didtrict? Probe for
implementation steps o far taken.
How has the CHPS programme affected your life? Probe for effects on your
i. Family ii. Socid iii. Economic status iv. Work pattern v. Supervision from the

DHMT.
When told you were going to implement the CHPS programme in your sub-
digtrict, what were your reactions and expectations? How has the actud
experience compared to your expectations?
How is your workday like? (Who helps you in carying out these activities?
Does anyone hinder your work?)
Did you have problems getting the CHPS Programme darted in this area? Probe
for i. the problems, ii. the problems you were able to overcome and how iii.
problems yet to be solved.
What are the community contributions to the CHPS programme? (Do you get any
additiona help from other organizations— NGOs, churches, etc.?)
What help are you recelving from the didrict officer? Is this support sufficient?
Does the digtrict officer come to the sub-digtrict to help with your problems?
Have you noticed any differences in sarvice avalability, utilization, and/or qudity
gnce dating CHPS? (Have community people mentioned any of these
differencesto you? What did they say?)
If you could recommend one change in the CHPS hedth programme, what would
it be?



FGD Interview Guide: District Officersand DHMT

Objectives
= To assess factors that influence implementation of CHPS at each step.
= To determine whether CHPS s the solution to the health systems delivery
= To determine manager’s view who should be a CHO.
= Tofind out level of collaboration in the implementation of CHPS,
» To assess socio-economic factors that will influence CHPS

Implementation at each level

To find out what resources are needed for the implementation of CHPS,
To ascertain level of support given by RHA.

To determine level of Human and material support at all levels.

To learn about district officers and DHMT's perception of CHPS
implementation

= Touncover problemsthat is hindering CHPSimplementation Programme.
= To assess level of exposure and the under standing of the CHPS process.

Questions

Did you know about the CHPS programme before | mentioned it? [Probe]
What did you know? How did you learn about CHPS?
What are your views about the CHPS programme?
Do you think we need this new village-based plan for ddivering hedth
services? [Probe]  Why or Why not? (ie good and bad things about the CHPS
programme)
How far has the CHPS implementation advanced in your district? (In you
most advanced zone), [probe for] CHPS implementation steps that have been
implemented.
How has the CHPS programme affected your life? [Probe for the ff.]

() Family,(ii)Socid, (iii) Economics (iv) Income generaing activities, (v)

Stress due to the Work (vi) and others?
When told you were going to implement the CHPS programme in your
digrict,
what were your reactions and expectations? [Probe for] The actud
experience compared to the expectations?
Rid you have problems getting the CHPS Programme darted in this area?
[Probe for the ff.] (i) The problems (ii) The problems that was dble to
overcome (i) how the problems were overcome? (iv)The problems that
remained unsolved?
What are the community contributions to the CHPS programme? [Probe for]
additiond help ( eg from other organizations— NGOs, churches, €etc.)
Besdes community hedth nurses, are there other hedth workers who could
sarve as CHOS? (i) If yeswhich type? (i) If no why?



What hdp are you recaving from the RHA? [Probe for] (i)Supervison (ii)

Monitoring (iii) evaduaion (iv) Logidics(v) financd (vi) if this support is

sufficent?

Does the RHA come to the didrict to hep with your problems?Probe for the

ff]

(i) Frequency of vigt (i) type of problems (jii) how successful it was

What resources are needed for CHPS implementation in your district?

Have you noticed any differencesin service since starting CHPS? [Probe for]

(i) Sevice avalability,(ii) service utilizetion, (iii) and/or qudity of the
service

Have community people mentioned any of these differences to you? if yes

What did they say.

If you could recommend one change in the CHPS hedth programme, what
would it be?



